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Abstract

Purpose: Violence in psychiatric hospital wards in Japan is not well understood, and the risk factors for

identification of violent patients have not been established. The goal of this study was to develop strategies for

short­term prediction of violence based on behavioral profiles. Methods: Demographic characteristics,

diagnoses, psychiatric symptoms and social skills were analyzed in 534 inpatients in seven closed wards of

four psychiatric hospitals. The behavior of these subjects was observed using the Brøset Violence Checklist

(BVC). Results: Ninety­two subjects were involved in 164 incidents of violence. Logistic regression analysis

suggested that a past history of violence, significant dysthymia, and a BVC score of 1 or higher were risk

factors for violence. Discussion and Conclusion: Violence in psychiatric wards can be predicted using

background factors including a past history of violence, a lack of negative symptoms, and dysphoria, in

combination with a BVC score of 1 or more. Prevention of violence may be achieved with careful attention to

the identified risk factors.
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1. Introduction

Clinical aggressiveness and violence among patients in
psychiatric hospitals are major matters of concern.1­3

Predictive indices are important in violence prevention,
and long­term predictive factors for violence include
criminal records, age, gender, and history of drug
abuse.4,5 Regarding psychiatric factors, it's popularly
thought that major mental disorder is one of risk factor
for violence, but some view this date as questionable6.
Anyway short­term prediction of violence is important
with regard to inpatients.7­10 Among the methods used to
predict violence, the Brøset Violence Checklist (BVC)
developed by Alvmik et al.11,12 is one useful tool for
prediction of violence within 24 hours. The checklist is
based on six behavioral indicators, and is mainly used for
predicting physical violence in secure units and
admission wards.13,14

In Japan, there are typically 40 or more patients per
ward in a common psychiatric hospital, irrespective of

their condition being in an acute or chronic phase. As a
result, patients who may or may not have problems with
violence are pooled in the same ward. Evaluation
instruments to prevent violence are mainly based on
clinical criteria, and few studies have examined short­
term prediction of violence. Therefore, assessment of
both verbal and physical violence is of importance in
secure units, psychiatric intensive care units (PICUs), and
other clinical contexts. Therefore, the aims of this study
were to describe the true state of violence attributable to
inpatients in multiple psychiatric hospitals in Japan, and
to determine short­term risk factors for violence using a
prospective tracking method.

2. Methods

2.1 Patients

Data were collected from mentally troubled persons who
were hospitalized in seven closed wards in four
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psychiatric hospitals in Japan. In each ward, patients were
followed up for six continuous months during the period
from October 2004 to October 2005. The definition of
violence was based on that given by Nijman,15 as "any
verbal, non­verbal, or physical behavior that is threatening
(others, or property), or physical behavior that actually
does harm (others, or property)”, but with exclusion of
violence to self. Investigation of personal characteristics
of the subjects was based on assessment of gender, age,
diagnosis (ICD­10), quantity of psychopharmaceuticals
(as related to chlorpromazine dose), past history of
violence, and psychiatric symptoms (Brief Psychiatric
Rating Scale: BPRS).16 Social skills were assessed using

the Japanese version of the Life Skills Profile (LSP) .17

2.2 Methods

Subject behavior was assessed by nurses on daily duty at
each ward using the BVC. The original version of the
BVC includes six types of conduct: confusion, irritability,
boisterousness, physical threats, verbal threats, and attacks
with objects.11,12 Briefly, one point is given for each type
of behavior observed over a defined period, and zero point
for no relevant behavior observed for a certain particular
behavior type. In this study, the BVC was completed by
the nurse following completion of a duty­period; we noted
that in the original description of the BVC, the data were
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recorded about 2.5 hours after the beginning of each
nursing shift by the patient’s primary nurse; however, in
the clinical settings in the current study, there was
insufficient time for nurses to complete the BVC during
their working period. The original version of the BVC
was translated into a Japanese version under license of the
author and a pilot study was carried out to determine its
validity.

When a case of violence occurred, it was classified
by staff based on the scoring criteria on the Staff
Observation Aggression Scale (SOAS). The SOAS, first
published by Palmstierna and Wistedt in 1987,18 has
subsequently been extended19 and revised.20 Standard
formats of reports on violence were compared among the
target institutions in the study, and the SOAS
classification was chosen to unify the approach; the
evaluation items in the SOAS include the “means”,
“aim”, and “results” of the violence.

2.3 Statistical Analysis

The characteristics and levels of violent incidents were
analyzed to examine different aspects of the violence.
Violence observed within three months after hospital
admission and that occurred three months or more after
admission were compared to evaluate the difference
between acute­phase and long­term hospitalization. To
determine risk factors for violence, a nested case­control
study was performed. Patients who carried out a violent
act within the study period were identified (the violence
group or VG). When one violent patient appeared, we
would select two non­violent patients (the non­violence
group; NVG). Selection of non­violent patients was based
on the date of hospitalization to incorporate the
environmental factors. In Analysis I, variables that posed
as potential risk factors for violence were examined in a
logistic regression analysis of incidents of violence to
identify factors related to violence. In Analysis II,
variables associated with violence­related factors were
identified using statistical tests. In the final or Analysis
III, these variables were used as explanatory variables in
a multivariate logistic regression analysis of incidents of
violence. The backward method was used in variable
selection. The statistical software package JMP 5.0 (SAS
Institute) was used for all analyses.

3. Results

3.1 Background of subjects

The number of patients who satisfied the criteria for the
study was 534 (males: 338, females: 196). Of these 534
patients, 266 were already hospitalized at the start of the
study. The mean age of subjects was 46.2±15.5 years old,
and the mean dose of psychopharmaceuticals was
851.0±850.1 mg/day. Based on diagnoses by the ICD­10
F code, 24, 31, 363, 61, 9, 3, 12, 19, and 7 patients were
classified as F0, F1, F2, F3, F4, F5, F6, F7 and F8,
respectively. There were 227 patients with a past history
of violence, 61 with substance abuse, and 72 had previous
criminal records. Of all 534 patients, 92 (males: 51,
females: 41) had expressed violent acts, yielding an

incidence rate of 0.0022 cases/person/day.

3.2 Analyses of violent incidents

3.2.1 Number of violent incidents: Of the 92 patients
causing a total of 162 violent incidents, 52
(56.5%), 22, 10, 4 and 4 patients
incited/performed once, two, three, four,, and
five occasions, respectively.

3.2.2 Description of violent incidents: As shown in
Table 1, the most frequent “aim” (target) of
violence was a staff member (83 cases, 51.2%),
followed by other patients (58 cases, 35.8%).
Regarding “means”, violence using a part the
body (score: 2 points) accounted for 51.2% of
the total number of incidents (83 cases),
followed by verbal aggression (1 point; 50 cases,
31%). The “results” of violence in 83% of cases
caused minor damage: these included no damage
(0 points); visible but incomplete damage (object
was still usable; 1 point); and threatening
behavior or resulted with brief pain (<10 min)
but without visible injury to an individual (2
points). However, 10 cases of violence requiring
certain treatment of victims without a physician
(3 points); or an injury requiring treatment or
supervision prescribed or performed by a
physician (4 points) (Table 1).

3.2.3 Comparison by duration of hospitalization:
Violent incidents were categorized into two
groups depending on whether they occurred
before or after three months following hospital
admission (Table 2). Violence towards staff was
significantly more frequent within three months
after admission (c2=9.40, p=0.024); however,
analysis with the c2 test; Table 2) indicated that
physical attacks were more common after
hospitalization of three months or more
(c2=9.33, p=0.025).

3.3 Risk factors

For each patient who had a violent incident during the
study, two patients who were hospitalized nearest to the
date of hospitalization of the violent person were included
in the control group or NVG. Risk factors were compared
between the VG (n=92) and NVG (n=184) (Table 3).

3.3.1 Comparison of background characteristics:
Background factors in the VG and NVG were
compared by the c2­test. There were no
significant differences in gender, age, and dose
of psychopharmaceuticals between the two
groups. However, 73 of the 92 VG patients had a
past record of violence: a significantly
(c2=25.88, p=0.000) higher rate than that in the
NVG.

3.3.2 Psychiatric symptoms: The five subscales of
BPRS (Positive symptoms, negative symptoms,
dysphoria, manic symptoms, and
hypochondriacal symptoms)16 were compared
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between the two groups (VG vs NVG).
Dysphoria (t=5.07, p=0.000), manic symptoms
(t=3.81, p=0.000), and positive symptoms
(t=3.74, p=0.000) were more severe in the VG;
however, there were no significant differences in
negative symptoms and hypochondriacal
symptoms between the two groups.

3.3.3 Social skills: Analysis of the five subitems of
the LSP showed that skills related to self­care
(t=­2.98, p=0.003), non­turbulence (t=­5.11,
p=0.000), socialization (t=­2.28, p=0.023),
communication (t=­4.21, p=0.000), and
responsibility (t=­2.89, p=0.004) were all
significantly lower in the VG (Table 3).

3.3.4 Short­term prediction of behavior: For each
incidence of violence, the highest BVC score for
three shifts before the violence occurred was
compared with data collected two weeks or
more after the incident. The mean BVC score
for 92 incidents just before violence occurred
was 1.49±1.18 (±SD) and the mean score two
weeks or more after the incident was 0.34±0.51;
the BVC score just before the violent incident
was significantly higher (t=8.53, p<0.0001)
(Table 4).

3.3.5 Risk factors determined by logistic regression:
Multivariate analysis showed that the lack of a
past history of violence (Odds Ratio=3.27, 95%
Confidence interval=0.17–1.04), a higher BPRS
negative symptom score (Odds Ratio=15.95,
95% Confidence interval =0.02–0.22), a lower
BPRS dysphoria score (Odds Ratio=0.03, 95%
Confidence interval =­0.34–0. 07), and zero
BVC score (Odds Ratio=32.18, 95% Confidence
interval =1.34–2.16) were predictive factors for
non­violence. Conversely, patients with a past
history of violence, no negative symptoms,
positive dysphoria, and a BVC score of 1 or
more were likely to become violent (c2=143.1,
p<0.0001) (Table 5).

4. Discussion

The incident rate in studies of violence is controversial,
and it has been estimated to be about 10% in Japan, if
only physical violence is considered.21 In this study, the
incident rate of violence was 0.002 cases/person/day, or
17% of the total number of subjects (92/534). This value
is similar to the 18% reported by Monahan et al.,22

although their study was restricted to physical violence.
Therefore, the basal rate of violence in Japan appears to
be lower than those in Europe and the United States
(U.S.), given that our study included verbal violence. It
has been pointed out that violence itself is relatively rare
in Asia,23 as confirmed by our present findings. It is
worthy to note that the percentage of alcohol and drug
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abusers in our sample­population was approximately
12%, whereas that of Europe and the U.S. is reported to
be as high as 33%.24 Additionally, there is little ethnic
strife or confrontation between religions in Japan,

whereas this issue may arise more frequently in Europe
and the U.S. These differences may account for the lower
incidence of violence in our patients.

Patients who had been in hospital for less than three
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months frequently acted violently against staff, and
physical violence tended to intensify and exacerbate in
patients who had been hospitalized for more than three
months. As shown in the model suggested by Nijman,25

initially patients may feel uncomfortable when they are
with other patients with severe psychiatric symptoms,
nd may react against the care being given by staff; viz.,
his feeling may have enhanced by the hospital
nvironment.

Regarding the risk factors, it has been suggested
that there is a higher risk of violence in males.26 In this
study, we found no significant difference between the
wo sexes; however, females tended to show physically

aggressive behavior more frequently than males, and
staff represented more than half of the targets of female
violence. This may suggest that Japanese females are
more likely to engage in physical violence, or that staff
o not consider verbal violence by females to be a major

issue, because such violence does not pose a grave threat
to them. A past history of violence is one of the strongest
relevant factors to violence,27 and our results led to the
ame conclusion. Therefore, a history of violence is a

potent contributing factor to violence in Japanese
psychiatric wards.

Assessment of psychiatric symptoms using the
BPRS showed that VG patients had advanced symptoms
in subitems other than negative symptoms. Assessment
f social skills using the LSP indicated that the VG
atients had lower skills in all subitems, including items

used to assess rule compliance, such as “acting
violently”, “arrogant and aggressive behavior” and
“destruction tendency of furniture”. These items assess
the presence of violence itself, rather than the ability to
ive within certain regulations. Therefore, it is

understandable that the VG had significantly lower
scores on these subscales. Poor ability at “joining in a
conversation” and “not cutting in on others’
conversations” as included in the subitem
“communication”, in “making friends” as shown in
socialization”, and in “providing care in cooperation

with staff” as included in “responsibility”, are also
thought to be associated with violence. Krakowski et al.28

have evaluated social skills by monitoring activities,
grooming and appearance, recreation, and human
relations during group activities, and reported that

violence could be reduced by improving these skills
through treatment. In other words, skills such as
socialization and communication are important items for
establishing interpersonal relationships, and
improvement of such skills may be an effective
interventional method.

The multivariate logistic model suggested that
patients with a past history of violence, no negative
symptoms, dysphoria, and a BVC score of 1 or more
were likely to be violent. Both physical violence and
other types of violence were included in the study, and
violence was examined not only in secure units and
PICUs (in which there is thought to be a higher risk of
violence) but also in other wards. Therefore, our results
should be applicable to many common psychiatric wards.
However, we must stress that predictive results should
not be used as a standard to determine isolation or
confinement of patients, and that it remains important to
practice violence prevention through appropriate care
interventions, such as de­escalation before a violent
incident can occur.

Our definition of violence included both physical and
verbal violence, and the study encompassed many kinds
of closed psychiatric wards. Therefore, special wards for
acute psychiatric patients, alcohol/drug abusers, and
adolescents were not separately evaluated. In addition,
background data was limited to only clinically available
information, and an assessment of potential personality
disorders was not performed. Further investigations are
needed to determine the risk factors of each diagnosis.
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